Following a period of dormancy during the 1960s and 1970s, neurological intensive care slowly evolved into its own specialty with the recognition of the unique physiology and sensitivity to injury that affects the central nervous system (CNS) and the realization of the role the CNS plays in critical illness [1, 2] . In spite of this, many hospitals do not provide dedicated neurological intensive care and patients are cared for in non-specialized critical care units. Moreover, the outlook for many neurological disorders had previously been one of nihilism. However, fundamental understanding of pathophysiology and translation of research from bench to bedside combined with data from large randomized clinical trials are beginning to turn this nihilistic tide. Therefore, there is a great need to communicate scientific findings in neurological intensive care to the larger critical care community who may not be familiar with this rapidly evolving field.
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The purpose of this issue is to provide guidance to medical intensivists in the care of several neurological conditions. We review causes and treatments of increased intracerebral pressure and its brain-focused management. The management of blood pressure in critical care neurology especially following cerebro-vascular accidents remains controversial, however recent randomized trial have clarified some of the issues and these are discussed in another article in this review [3] . care community has shifted from a culture of nearly universal deep sedation for days on end, to one that embraces a more awake and interactive state. The role of the intensivists has also evolved to one that minimizes iatrogenic injury. Indeed, we in the critical care community now recognize that critically ill patients are vulnerable to acute and long-lasting CNS injury that could be impacted upon by the indiscriminate use of sedatives. Excessive sedation also leads to prolonged ventilator time and increases morbidity. Acute injury such as delirium is now considered a feature of multiple organ dysfunction syndrome and could evolve into long term cognitive impairment. For these reasons, we review the use of sedatives and pain medications, as well as acute delirium the ICU and outline the most recent recommendations [4, 5] .
The ICU presents one of the harshest environments for initiating and maintaining sleep. The consequence of disturbing the natural circadian rhythm in the ICU in not usually appreciated. We include an article on sleep in the ICU outlining the mechanisms of sleep disruption, and how sleep deprivation affects human biology [6] . Lastly, we discuss limbic encephalopathy. While this is rare disorder, it is one that combines the realms of psychiatric illnesses, seizures, oncology and critical care, and is a disorder that is amenable to therapy.
